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Leprosy is unique among diseases because of the historic isolation from 
other clinical entities to which it has been relegated. The isolation 
continues to be reinforced by the emotional over-tones surrounding the 
disease, an erroneous interpretation of leprosy in the Bible, perpetu- 
ated by the fears and ignorance kept alive by communication media, by 
organizations that deliberately exploit the tragic end results of ne- 


glected leprosy to draw forth misplaced compassion for the purpose of 
raising funds. 


Today there is effective and inexpensive medical treatment for leprosy 

available. Notwithstanding, there is more known leprosy than ever be- 
2 fore. It is evident that a radical reappraisal of the method used in 
a the approach to the management of leprosy is due. The changes required 
are in harmony with the developments in the medical-scientific under- 
standing of the disease, principles recommended by inter-governmental 
agencies such as the World Health Organization, voluntary agencies and 
governments with considerable experience in the control of leprosy, and 
the International Leprosy Association. Among basic principles accepted 
by these agencies are the following: ; 


1. "One of the main problems in leprosy control is that of adminis- 
tration and operation in order to make the best possible use of 
available means and resources." 


2. "Because of the usual limitations in personnel and equipment, 
it is difficult or even impossible for leprosy services alone 
to face, on @ permanent basis, the overload of work resulting 
from the accumulation of patients -- therefore, active coop- 
eration with general health services at different levels, and 
the progressive integration of leprosy control into health cen- 
tres at local levels, are of the utmost importance. (However) 
the transfer of duties to the general health services must be 
preceded by a careful study of the situation -- the need of in- 
tegration, however, must not lead to precipitate action which 
may cause the possible loss of benefits gained so laboriously." 


3. "The introduction of sulfones in leprosy therapy brought a grad- 
ual and extensive change in the control measures. Their action 
in decreasing and/or stopping infectiousness made unnecessary 
the hospitalization of a great number of infectious cases (in- 
cluding those with relapses) and permitted many in-patients to 
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leave the sanatoria. Leprosy control was 'humanized' in the 
sense that isolation became non-compulsory and contagious pa- 
tients could be treated at home. Sanatoria are therefore now 
institutions for temporary hospitalization..." 


4. "The role of sanatoria should be limited to the treatment of 
cases with acute lepra reaction and other complications, to 
surgery and physical rehabilitation, and to serve as centres 
for research and training." 


5. "In-patient care costs at least ten times the amount of that 
required for out-patient treatment." 


6. “Efforts at hospitalization should not be permitted to drain 
the budget and efficiency of out-patient treatment centres 
which form the core of leprosy control." 


7. "“Indiscriminate and compulsory isolation of leprosy patients 
is condemned." 


‘ae 


8. "The separation of a baby from its lepromatous parent is, 
therefore, not generally recommended; and leprosy must be 
taken as a calculated risk and other methods of protection 
attempted." 

Note: There have been encouraging long-term trials in the 
Field that indicate the use of sulfones prophylactically 
offer good protection. Probably the best protection is to 
ensure that all family contacts are under regular treatment. 


9. "Children with leprosy should never be denied the right of 
education," 


10. "Leprosy patients should never be refused medical care and 
admission to health centres or general hospitals when suf- 
fering from other diseases (or complications of leprosy)." 


In his book "Health and the Developing World", Dr John Bryant points 
out: "Every apparent medical success must be measured against the 
needs of all," and "every effort and every cluster of resources must 
be divided by the total number of people." Applying these principles 
to the fact that, according to the World Health Organization, prob- 
ably not more than one out of five patients are receiving regular 
treatment, it is clear that not only must strategy be altered but 
that the weight of human and financial resources must be shifted to 
the point of greatest effectiveness. The new strategy calls for lep- 
rosy to become integrated into comprehensive community health plan- 
ning, and that where there are structured leprosy field control pro- 
grammes, they must accept a wider responsibility for community health 
than attention to leprosy. 


From a public health point of view, .the integration of leprosy con- 
trol into comprehensive health planning offers no logistic problems. 
Resistance will come from those who plan health programmes and phy- 
sicians responsible for their implementation unless they have been 


thoroughly oriented to modern-day concepts in. the management of leprosy. 
The public follows examples given by the medical and paramedical profes- 
sions. The continued exclusion of leprosy from the concerns of the med- 
ical profession perpetuates the stigmata attached to the disease, often 
exaggerated or blamed on the public as an excuse not to change. 


An important point iof -beginning an integrated health planning that in- 
cludes leprosy is at the medical. university level, whether in the West 
or in Jareas.of the world where leprosy: .is endemic but where curricula 
have: been largely influenced by the West. When. leprosy is recognized 
as an important health problem affecting the welfare of, millions of. the 
human family, then -will, specialists in public, health, medicine, surgery, 
pathology, epidemiology, ophthalmology begin to share their skills and 
set an:example for the, pea mapin that will remove leprosy from its 
isolation. ,; 


The Pen eet (auxiliary) worker is the key link in delivering health 
services in countries where economic growth rates do not offer promises 
of -significant,. change for years to come. It-.is not ,consistent with the 
best use of imanpower :that he be trained.to diagnose, develop referral 
judgement , and provide-basic medical treatment for a.single disease, 
whether \it’is malaria, yauws,:.tuberculosis, measles, or leprosy. .To ex- 
clude leprosy detection and treatment, thereby creating the-.necessity 


of vertically structured programmes of leprosy control, is economically 
indefensible. «* (): =, shes 4 


The efficiency of the trained, multi-purpose, paramedical worker, what- 
ever his designation, willbe no greater than that of his supervisor. 
His insights and motivation will,-to a large extent, derive from his 
peers.:;The system wiil work if :the health planners are determined. It 
must become a matter of conviction that the vaccinator with his expen- 
Sive, jet-propulsion equipment is not really succeeding, no matter the 
thousands’ vaccinated per day, if time is not taken. to discover that the 
one vaccinated may die of tuberculosis in a month or become hopelessly 
crippledjas a. result. of undiagnosed leprosy in three years. 


Objections can be anticipated from organizations that specialize in the 
care of-leprosy.patients.,., After:all, to enter into joint health plan- 
ning, to offer their trained paramedical staff to.assist in meeting to- 
tal health needs, strikes at the foundations, of their independent sta- 
tus. But surely the loss of identity is not too great a price to pay 
if better health services for a community can be provided. It is not 
conceivable that any financial supporting constituency will not yield 
to education and the reasonableness of serving best the long-range 
needs of the leprosy patients: rather than of the 'lepers' whom society 


creates by the methods of management that have been applied to his care. 


Case- loucicee is dnt at? one of the erperys problems faced in any 
leprosy control programme. It is universally recognized that a large 
percentage of patients are lost from control before the disease has 
been arrested or cured. : Much of this loss stems from the discourage- 
ment of patients who suffer complications, intercurrent illnesses, so- 
cial and.economic problems that a, handful of tablets representing. the 
specific remedy for leprosy: cannot ameliorate. Comprehensive health 


planning will surely strengthen case-holding if it is directed toward 
meeting the 'felt needs' of the patient of ‘which his leprosy may be 
only one. 


Specialty Referral Centres are required to care for the serious com- 
plications of leprosy. It has been pointed out that facilities for 
the short-term care of leprosy patients may be (and in many instances 
are) provided in a general hospital. This approach ensures that the 
best level of care available to all patients will also be available to 
leprosy patients. If the hospital personnel are not trained or accus- 
tomed to providing specialty care, to provide such training will be 
far less costly than to train pera ete eae “leprologists'. 


Where leprosy hospitals Etigp didi tt) exist, they may be converted in- 
to active, short-term treatment centres and become centres of leprosy 
control. Many of them can (and many have) become centres of general 
health care for the area served. 


A further reason for comprehensive health ‘planning for leprosy patients 
is ihdicated by the evidence that to’ a considerable extent their prob- 

lems*are exaggerated by the 'pathology' of the community in’ which they 

live'and as such require attentive 'treatment' as do the patients. The 
following may be noted: ile 


1. When a diagnosis of leprosy is first made, the initial reaction 
is likely to be one of shame, guilt, and of being punished for 
a wrongdoing. These reactions arise from myths, fears, super- 
stitions, ignorance that belong to the*lore of the community. 
Personal’ suffering and perhaps the whole course of the disease, 
depending on patient BORE VE ONS is thus affected by the community 
attitude. a? 


2. The patient suffers an acute identity crisis. He faces: an ago- 
nizing dilemma whether to conceal or reveal. The psycho-social 
implications of’ the decision are overwhelming and again arise 
largely from family and community attitudes. 


3. If the decision is to reveal, depending on age and status, a 
whole series of catastrophes may follow: 
a. loss of employment 
b. not permitted to attend school 
c. loss of community status 
d. family ties endangered 
e. loss of access to community facilities, such as bathing, 
wells, barbers, temples, churches, etc. 


4. If the decision is to conceal, an equally tragic sequence of 
events will almost inevitably follow: 
a. delay of treatment 
b. appearance of deformity 
c. irreversible changes in skin 
d. ability to engage in constructive work. 
The end result will be the same had he chosen to reveal, compounded 
by disabilities that make him a’ scleinebacasthe to family and community, 
a dependent on society. 


5. The ultimate tragedy is the loss of family, home, and community- 
supporting structures. At this point he may become a wanderer 
or beggar. Or he may enter a leprosarium where the ultimate 
‘crippling' process will be consummated. Such institutions be- 
come a haven for the few but in no way contribute to the control 
of leprosy. On the other hand, they absorb a considerable pro- 
portion of resources available that should rather be used in pre- 
venting the process of destruction. The process from the day of 
diagnosis is affected by a sick community that waits for treat- 
ment. 


A comprehensive health planning programme that included leprosy could 
break the vicious cycle of events chronicled above. The health plan- 
ner and the village-level health worker must be aware of the needs of 
the leprosy patient that goes beyond administering pills and concen- 
trating myopic vision on a skin lesion or the developing contractures 
of a claw hand. When the health worker develops a reputation of con- 
cern for water supply, sanitation, nutrition, parasitic disease, tuber- 
culosis, as well as leprosy, the house he visits in the village will 
not, become identified and alienated as one that is visited only be- 
cause a leprosy patient lives there. 


Unfortunately, there are large numbers of patients for whom modern med- 
ical treatment came too late to prevent crippling and deformity. In 
addition to physical disabilities through the process of long institu- 
tionalization, they have also become crippled socially, economically, 
and vocationally. Many of such patients are found in leprosaria or in 
the so-called segregation villages. Many scould be rehabilitated but 
refuse to leave the sanctuaries that have been created for them by mis- 
sion, church, or government. Leprosy has become a way of life, the 
assurance of a form of social security. While this human tragedy is 

in part due to leprosy, it is also due to the methodology used in the 
management of the leprosy problem. 


In one country the problem is illustrated by the following: MThere are 
eight government leprosaria offering better than average medical care 
for a total of 4000 patients. There are nearly 20,000 patients under 
domiciliary treatment. The 4000 patients in institutions, and only a 
small proportion of them really need institutional care, absorb 80 per 
cent of the budget available for leprosy. The care of the 20,000 pa- 
tients takes 20 per cent of the budget, including that spent on new 
case finding, surveys, prevention of deformity, and social services. 
This is the economics of the disastrous way in which leprosy has been 
managed in the past. 


-Leprosy work sponsored by voluntary and church-related organizations 
must be prepared to change methodology and conform to principles of 
proven value in the present-day management of leprosy. The means we 
use must be as worthy as the objectives we seek, whether in raising 
funds or in delivering services. 


Oliver W. Hasselblad, MD James C. McGilvray 
President Director 
American Leprosy Missions, Inc. Christian Medical Commission 
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